Iron deficiency anaemia commonly presents in patients who are asymptomatic. In the absence of published guidelines the search for a cause in such cases is frequently uncoordinated, and risks delay in the diagnosis of pathologies requiring urgent attention. This audit was undertaken to determine how thoroughly patients referred to the gastrointestinal unit in a district general hospital between 1990 and 1995 had been investigated, and to draw up guidelines for future practice on the basis of its results. From the case notes of 334 patients examined endoscopically for anaemia 126 were identified as having both proved iron deficiency and a lack of clinical pointers to its cause. The percentage and details of diagnoses made during initial study and a median follow up period of 28 months were ascertained, together with the certified diagnoses of patients who had died. A cause of iron deficiency was identified in 48 (38%) of patients, 22 with cancer. Ten others received a diagnosis during follow up, of whom three died from the condition to which their anaemia had been attributed. Death certificates supplied diagnoses of potential relevance in three further cases. The main gaps in endoscopic coverage consisted of omitting duodenal biopsy or colonoscopy after negative upper gastrointestinal endoscopy. Moreover, diagnosis of certain extraintestinal pathologies, including cancers, was sometimes delayed for lack of liaison between gastroenterologists and other specialists. These and other points have been addressed in the guidelines now proposed. (Postgrad Med J 2000;76:218-222) 
Prospective studies in the investigation of iron deficiency anaemia have shown that this is associated with a high frequency of gastrointestinal lesions. [1] [2] [3] [4] [5] [6] Some protocols have included formal dietary assessment to estimate the contribution of poor iron intake, 1 2 4 but none has been designed to explore also the role of excess menstrual loss in a population routinely referred for endoscopy. Other extraintestinal causes of occult iron deficiency are probably rare, but carcinoma of the bladder has been reported as a late finding after negative gastrointestinal studies, 2 and in a district-wide survey, which excluded women under 50 years of age, bleeding lesions of the urinary tract predominated. 7 It is doubtful whether many hospitals have yet considered establishing a policy for the investigation of iron deficiency anaemia. Our hospital oVers no guidance on this subject, and the present audit was undertaken to determine whether the absence of a policy and the eVective assumption by the gastrointestinal unit of responsibility for finding its cause in most cases was conducing to poor practice. Since the anaemia in such cases had usually been an unexpected finding we chose to confine the study to those in which no hint as to its origin had emerged from prior work-up.
Patients and methods

PATIENTS
The case notes of 334 patients recorded as having undergone endoscopy for anaemia between 1 March 1990 and 28 February 1995 were searched for evidence of iron deficiency, but also for any aspect of the history, physical signs, or tests already completed which could have suggested to the endoscopist the site or nature of the causative lesion, and would therefore disqualify the case for this study. Excluded thus was any case in which the patient had admitted taking non-steroidal antiinflammatory drugs within the past three months.
Anaemia was defined by a haemoglobin concentration of <120 g/l in males, <115 g/l in females, and was accepted as being due to iron deficiency if accompanied by a mean corpuscular volume of <80 fl and either a serum ferritin of <10 µg/l or a response to iron repletion.
INVESTIGATIONS
The dates and results of all endoscopies, contrast radiographs, and radioisotope scans carried out as part of a single programme of investigation, begun or completed during the five year study period, were recorded. Any clinician responsible for a patient's care might have initiated a programme without seeking gastroenterological advice, but once endoscopy had been performed almost all subsequent tests were chosen by the specialist concerned.
FOLLOW UP OF UNDIAGNOSED PATIENTS
Data were taken from case notes or sought from general practitioners on a standard questionnaire. Copies of the death certificates were obtained for patients who had died outside hospital.
Results
CASES STUDIED
The inclusion criteria were met in 126 (38%) cases. Of the patients qualifying 84, that is two thirds, were female. The age range was 15-94 (median 70).
DIAGNOSES
"Diagnosis" was defined as the discovery of any lesion that could be considered definitely or probably the cause of a patient's anaemia. Such diagnoses were made in 48 (38%) patients. They included four of extraintestinal conditions (menorrhagia in two cases, dietary iron deficiency and carcinoma of endometrium in one each), which were confirmed by the results of appropriate management. That of endometrial carcinoma was made by a gynaecologist asked to advise on the aetiology of a nonhaemorrhagic vaginal discharge. Table 1 lists the diagnoses by age group. The rare finding of an oesophagogastric haemangioma was the only instance in which a potential bleeding lesion of the upper gastrointestinal tract occurred in a patient less than 65 years of age. The 22 malignancies constituted 45% of all diagnoses. Of these 15 were colonic, with the distribution: caecum (7), ascending colon (2), transverse colon (2), and sigmoid colon (4).
Diagnoses considered as only possible causes of the iron deficiency, and therefore excluded from analysis, were: gastritis (8), oesophagitis (6), colonic polyps of less than 1 cm diameter (3), marginal dietary iron intake (2), bulbar duodenitis, non-specific duodenal villous abnormalities, third degree haemorrhoids, and malignant cachexia (one case each).
Pathology of at least possible relevance in both upper gastrointestinal tract and colon was found in five instances. In all upper gastrointestinal endoscopy had been the first procedure, showing a healing chronic gastric ulcer in one patient as the only lesion considered likely to have contributed to the anaemia. The other upper gastrointestinal findings comprised oesophagitis in one case, gastritis in another, and duodenitis in two. Four of the colonic lesions were carcinomas (in patients aged 64, 71, 77, and 80), one polyposis in a 68 year old. The combination of oesophagitis with gastric antral erosions was rejected as the cause of one patient's anaemia two weeks before she was found to have endometrial carcinoma.
SITE OF PATHOLOGY RELATED TO AGE AND CHOICE OF PROCEDURE
Since in the group of patients up to age 44 all except one of the five gastrointestinal tract diagnoses were of coeliac disease and the other a jejunal leiomyosarcoma, neither colonoscopy nor barium enema proved positive in the 13 examinations of large bowel to which 12 of the 21 patients were subjected.
In the group aged 45-64, however, five out of nine gastrointestinal lesions were colonic. One of the four caecal carcinomas was identified by small bowel meal in a patient for whom this had been requested before any formal large bowel study. The age of the patient with polyposis coli was 60, and those of the patients with carcinoma 45, 57, 62, and 64 respectively.
Seven of the 16 diagnoses among patients aged 65-74 were made by colonoscopy, and two by barium enema. In one further case a carcinoma of the distal transverse colon was missed at colonoscopy but discovered on colonic follow through of the subsequent small bowel meal. The six remaining diagnoses in this group were made at upper gastrointestinal endoscopy.
Among patients over 75 the discovery of a colonic lesion was due more often to barium enema (five cases) than to colonoscopy (three cases), probably because the radiography was preferred for 22 of the 33 large bowel studies in this group. A relevant lesion of the upper gastrointestinal tract was found at one in seven endoscopies. PROCEDURES OMITTED There were 17 instances in which nondiagnostic upper gastrointestinal endoscopy was not followed by a colonic examination. Of these nine involved patients over 75, some of whom were stated to be too frail to undergo purgation and then a longer procedure. In four cases a recommendation of colonoscopy was not taken up. In one colonoscopy was cancelled when the anaemia resolved, and in another the patient defaulted, leaving two patients under 45 whose investigation was presumably considered complete at this stage.
Upper gastrointestinal endoscopy was omitted after a normal colonic study in 12 patients. Of these four underwent no further investigation because their anaemia had resolved, menorrhagia had been diagnosed in another, and two patients declined the examination. No reason was given in the five remaining cases.
Duodenal biopsy was performed at only 42% of upper gastrointestinal endoscopies reported as showing no gross pathology.
FOLLOW UP OF UNDIAGNOSED PATIENTS
At the time of review 74 (95%) of the 78 patients undiagnosed were either still attending the hospital, still on the list of the referring doctor, or known to have died with ascertainable diagnoses.
Median length of follow up was 28 months (range 1-75). Table 2 shows that during follow up 10 patients were given a diagnosis which their doctors had accepted as the cause of their anaemia, leaving at least 64 (51%) of the total 126 patients still undiagnosed. No less than half these late diagnoses were of menorrhagia, two of dietary iron deficiency, and three of carcinoma.
From table 2 it can also be seen that during follow up the anaemia had resolved in 33 of the 74 patients. In two this followed hysterectomy after a late diagnosis of menorrhagia, and in a third, with hypernephroma, resolution was unexplained. Anaemia therefore failed to recur in at least 30 (47%) of patients for whom a potential cause was never identified.
Fifteen (20%) of the patients had died. Table  3 relates possibly relevant diagnoses at death in six to the gastrointestinal procedures they had initially undergone. It seems unlikely that fuller investigation would have revealed the source of the anaemia in more than three of these. Two died after admission to hospital as emergencies, one with caecal carcinoma, the other with small bowel obstruction. The hypernephroma of a third would have been evident in an ultrasound scan. The only three definitive diagnoses included a second urinary tract carcinoma.
Discussion
Published figures for diagnostic yield in retrospective studies of the investigation of iron deficiency anaemia vary from 49% to 75%, [8] [9] [10] so that all seem to compare favourably with the 38% reported here. There would appear to be two main reasons for this. Firstly, the audit excluded patients who came to investigation with one or more clinical features suggesting a site for the causative pathology; secondly, we were unable to accept as potential causes of iron deficiency certain lesions of the upper gastrointestinal tract cited as such by other workers. Oesophagitis, gastritis, and duodenitis were excluded because never clearly haemorrhagic, and in no case were enough gastric ero- sions found to incriminate these as an important source of bleeding. The fact that even hiatus hernia, a non-haemorrhagic disorder, has been accepted by some authors 1 2 8 11 serves only to emphasise the extent to which figures for diagnostic yield in the investigation of iron deficiency depend on the significance attached to "borderline" pathology of the upper gastrointestinal tract. A recent quantitative study of gastrointestinal blood loss in patients with iron deficiency anaemia attributed to endoscopically diagnosed lesions found that only eight of 42 were losing more than 2 ml daily. Only two of these had upper gastrointestinal pathology, and the patient losing least had ulcerative oesophagitis. 12 A few undiagnosed patients in the present series were inappropriately denied a complete endoscopic survey; and one, perhaps in this category but aged 95 at the time, died of caecal carcinoma two years after negative upper gastrointestinal endoscopy. In no case where major pathology was discovered at the first examination was it felt necessary to exclude a separate lesion elsewhere, and in none of these did such a lesion emerge at follow up. In this context it may be noted that important dual pathology has rarely been found in studies requiring that every patient should undergo examination of both upper gastrointestinal tract and colon. 4 5 13 It thus seems that a careful choice of first procedure and a conservative attitude to potentially causative pathology should together provide the basis for a safe minimum of gastrointestinal investigations.
Malabsorption of iron is one of the principal eVects of damage to the mucosa in coeliac disease. In the present series all but one of the patients under 45 whose anaemia could be attributed to gastrointestinal pathology had coeliac disease, and there were two further cases in the next group, making a total of six (5%). This frequency accords well with the 2%-6% found in other studies, 4 6 9 11 14 although if recognised good practice had been followed routinely here, with biopsy of the duodenum whenever no gross lesion was found in the upper gastrointestinal tract, more cases might have been discovered. In formulating guidelines we have used the finding that in our study group coeliac disease was the only gastrointestinal condition associated with chronic anaemia to select patients giving this history-whatever their age-for upper gastrointestinal endoscopy as first examination.
Enteroscopy, extending access to the small bowel for inspection and biopsy, has an undoubted place in the investigation of iron deficiency anaemia, with a success rate of 20% in a recently reported study of 131 patients undiagnosed after routine endoscopy. 15 Mesenteric angiography has also shown promise in a small series. 16 Although the small bowel meal has disappointed elsewhere, 5 6 9 it was in this instance the means by which two jejunal and two colonic cancers were diagnosed.
Of extraintestinal causes emerging in the present study dietary iron deficiency and menorrhagia were commonest, but referral of suspect cases for formal assessment was casual and slow. The Oxford survey of 371 patients, published in 1965, suggests that in the days before fibrendoscopy these possibilities were routinely pursued, and concludes that a diet deficient in iron was contributory in 19% of the entire group, menorrhagia in 37% of the women. 11 The authors of a later study from Australia claimed that poor iron intake was a factor in over half their cases.
1
Even before the coming of fibrendoscopy the prognosis for both resolution of the anaemia and survival without malignancy in patients whose condition had eluded diagnosis was excellent. 11 More recently 30 of 36 such patients followed up for a mean 20 months were found to have recovered completely. The remainder had serious co-morbidity. 5 A review of 83 patients with unexplained iron deficiency anaemia investigated during the period 1980-88 found that after a mean six years 10 had died of unrelated conditions and that in none had cancer been diagnosed. 17 Few of the survivors were still taking iron supplements. Those in the majority whose anaemia had resolved in the absence of any detectable cause were held to have suVered from "transient cryptogenic iron deficiency anaemia", a diagnosis by exclusion which seems likely to hold true for more patients than any other. It applied to 47% of those who never received a positive diagnosis in the present series.
This audit supports the results of all previous studies in finding that lesions of the gastrointestinal tract account for most cases in which a cause is found for an iron deficiency anaemia presenting to hospital, and suggests that a sub- stantial further group of cases may be attributed to dietary insuYciency of iron. The investigation of iron deficiency is, therefore, a task appropriately entrusted to the gastroenterologist. However, the frequency with which excess menstrual loss appeared as a diagnosis at follow up, and the more serious late diagnosis of two cancers of the urinary tract, indicate that this responsibility involves recognising when the expertise of another specialty is required. We suggest that the best way of ensuring satisfactory investigation of iron deficiency is for the appropriate specialties to agree guidelines which prescribe a sequence for gastrointestinal procedures and include any other measures that might be needed. The sample scheme proposed here (table 4) assumes a lack of clinical pointers and allows for minimal work-up before endoscopy, though if the history given by a patient under 45 should hint at inadequate iron intake or excess menstrual loss it would be preferable to explore this possibility first. In the plan for endoscopy it distinguishes between patients on the grounds of our findings in relation to age and the known duration of the anaemia. This eliminates colonoscopy for patients under 45 and gives the elderly a chance to avoid it if, as is not uncommon, they have important pathology of the upper gastrointestinal tract that is clinically silent. The excessive use of upper gastrointestinal endoscopy as first procedure implied by our results would therefore seem to apply chiefly to those patients aged between 45 and 74, in whom neoplasia occurred more than three times as frequently in the colon as in the upper gastrointestinal tract. Colonoscopy is preferred to the combination of flexible sigmoidoscopy with barium enema because the former oVers better diagnostic power at a single session and allows resection of polyps.
Any such scheme should be tested by prospective audit.
Learning points x The investigation of iron deficiency anaemia is seldom pursued systematically; this can cause readily diagnosable cancers to be missed. x Iron deficiency may be the sole presenting feature of coeliac disease, with its potential for causing ill health, which is reversible once the diagnosis has been made. 1 In their study these authors tried to determine which neurological signs or symptoms were predictive of new focal lesions on a cranial computed tomography study in HIV infected patients, 1 and 110 patients who had new or changed neurological signs or symptoms were subjected to cranial computed tomography. Twenty seven patients (24%) had focal cerebral lesions seen on computed tomography of which 19 (18%) were new lesions. New onset seizures were the most important clinical finding and were strongly associated with new abnormalities seen on computed tomography. In this study also the most common intracranial lesion among patients with CD4 counts l <200 cells/ml was toxoplasmosis, while cerebrovascular accidents (ischaemic or haemorrhagic) were most common in those with CD4 counts >200 cells/ml. So, I agree with Gaspar and Álvarez that HIV infected patients who have new onset seizures are more likely to have a definite focal abnormality, which in majority of cases are caused by readily treatable opportunistic CNS infections.
Another important point raised by Gaspar and Álvarez is about the role of direct HIV infection of the brain in the pathogenesis of new onset seizures in patients with AIDS. It has been suggested that in patients with seizures who have no definite identifiable disease of the brain, cerebral HIV infection seems to be the most likely cause of seizures. In a series by Wong et al 17 patients within the "non-identified" group (comprising of 32 patients) underwent postmortem examination of brain; only six of them had characteristic pathological changes suggestive of HIV encephalopathy.
2 So, in all HIV infected patients with normal imaging studies and normal cerebrospinal fluid examination the seizures can not be attributed to HIV infection of brain. In a recent prospective study Pascual-Sedano et al reported that in the majority of such patients the new onset seizures were either because of antiviral drug toxicity or were related to some metabolic 
Medical restrictions to driving: awareness of patients and doctors
EDITOR,-We were interested to read the article by Kelly et al on the awareness of patients and doctors of medical restrictions to driving published recently. 1 It reported that "Doctors' knowledge of current licensing policy and action to be taken if a patient was not eligible to drive was poor".
This led us to conduct our own research among hospital doctors, general practitioners (GPs), and medical students. We used the doctors' questionnaire from the study by Kelly et al to investigate local knowledge of driving restrictions. We interviewed 50 hospital doctors from a variety of specialties (14 house oYcers, 12 senior house oYcers, 14 registrars, and 10 consultants) at the Queen Elizabeth Hospital, Birmingham; 23 GPs from five diVerent practices around Birmingham with experience ranging from GP registrar to those qualified 30 years; and 30 fourth year medical students. Participation was voluntary and anonymous.
Our results were similar to those reported by Kelly et al. Knowledge of the age at which licences should be reviewed for fitness to drive was generally around the correct age of 70 years (see table 1 ).
When asked to name conditions that should be reported to the Driving Vehicle Licence Authority (DVLA) epilepsy, stroke, and diabetes were the most frequently given answers in all three study populations. Four hospital doctors and one medical student did not know that conditions should be reported to the DVLA. Nobody stated that the patient's insurance company should be informed. Table 2 summarises the knowledge of specific restrictions among the three study populations.
For the five conditions for which specific restrictions were asked an average of 15.6% of GPs gave correct complete advice, while hospital doctors scored 14.6%, and medical students 5%. A 2 test demonstrated that there was no significant diVerence in knowledge between GPs and hospital doctors (p=0.85). Interestingly, 83% of GPs said that they would obtain further information about driving restrictions from leaflets produced by the DVLA, while only 16% of hospital doctors and no medical students knew about such publications.
These results appear to agree with the findings of Kelly et al.
1 They indicate that there may be a failure to communicate driving restrictions to patients as many medical practitioners are unaware of the existence or specific details of present legislation. GPs' spontaneous knowledge of driving restrictions is generally poor. However, with frequently changing legislation it could be argued that the high levels of awareness and access to DVLA publications may be suYcient to advise patients accurately. The success of this strategy relies on basic knowledge being suYcient to know when to refer to such information.
Medical restrictions on driving form an important subject area because of the implications for both the individual and other road users. Many in the medical profession are not suYciently well aware of the requirements of existing legislation. Undergraduate and postgraduate teaching on the subject have been suggested as mechanisms to increase awareness about restrictions. With only 36% of students recalling having had some teaching on driving restrictions and knowledge among this group being poor, there remains potential for improvement in this area. Addison's disease in type 1 diabetes, presenting with recurrent hypoglycaemia"
SARA ORMEROD M T E HEAFIELD
EDITOR,-Although medical intervention can be deleterious when diabetes mellitus coexists with other endocrinopathies, as shown by increased susceptibility to insulin related hypoglycaemia in the case reported above, 1 the converse is also true that treatment of metabolic crisis can occasionally prove to be equally beneficial for diabetic decompensation and for coexisting unsuspected endocrinopathy other than Addison's disease. This is illustrated by an 81 year old woman admitted with diabetic decompensation characterised by a plasma glucose concentration of 35.1 mmol/l, urea 32.2 mmol/l, creatinine 164 µmol/l, and bicarbonate 24 mmol/l, in the presence of Escherichia coli septicaemia. By day 17, as a result of treatment with intravenous fluids, insulin infusion, and antibiotics, she was much improved, with random blood glucose of 3.1 mmol/l, urea 8.9 mmol/l, creatinine 142 µmol/l, and she was subsequently discharged home. What had been overlooked, in the preoccupation with her diabetic status, was that plasma calcium concentrations on day 1 and on day 17 were 3.6 mmol/l, and 2.64 mmol/l, respectively (unsolicited, therefore not perceived!), and that emergency treatment of diabetes, using large amounts of intravenous fluids, had been of equal benefit for diabetes and for coexisting hypercalcaemia. The latter, on subsequent investigation, proved to be attributable to primary hyperparathyroidism (characterised by a serum parathyroid hormone level of 75 pg/ml (reference range 11-55 pg/ml), in the presence of a plasma calcium of 2.94 mmol/l, with concurrent plasma albumin of 30 g/l).
Comment
The prevalence of diabetes mellitus may be as high as 7.8% among patients with proven primary hyperparathyroidism, 2 either as a result of the fact that, since both type 2 diabetes and primary hyperparathyroidism are age related, 3 4 their prevalence in old age might be suYciently high to result in their coexistence by pure chance, or because hypercalcaemia can be complicated by insulin resistance. 5 Support for the latter theory comes from the case report of a 56 year old woman presenting simultaneously with type 2 diabetes and primary hyperparathyroidism, in whom parathyroidectomy resulted in reversal of glucose intolerance. This therapeutic "coup" was validated by the fact that, postoperatively, having discontinued her antidiabetic medication (gliclazide) for three months as a result of excellent control (characterised by glycated haemoglobin of 4.6%), a subsequent 75 g oral glucose tolerance test yielded normal results. Cardiac diagnosis in recent years has tended to become more focused on accurate non-invasive investigations rather than an in-depth precise clinical bedside diagnosis. This book would tend to redress that trend and focus the emphasis again an accurate examination. Anyone teaching medical students or postgraduate students would greatly enhance their diagnostic acumen with a careful examination of this book. The author emphasises many important aspects of a clinical examination and educationally the discussion of false positive and false negative signs that every technology suVers from is particularly valuable.
I found this a highly educational and exciting book to read. The author has a style which attracts you to constantly read every section and it is very diYcult to skim any section for fear of losing valuable information.
The chapters on the jugular venous pressure and arterial pulses are particularly educational.
This book is essential reading for all those involved in clinical cardiology, not only to enhance their own diagnostic acumen but also to refresh their knowledge, enabling them to become better teachers of the bedside manner of diagnosing and teaching cardiology. The 12th edition of this book is a mine of information. The sections on history and intensive care medicine will be missed, but it does allow the book to be easily portable again. The book, having been read once, will be used to revise, and subsequently to refer to time and time again.
The trainee anaesthetist will obviously need to undertake wider reading. For example, the section on acid-base balance is excellent from which to revise, but perhaps diYcult to learn from. The synopsis has justifiably strict criteria for accepting patients for daycase surgery, but some anaesthetists may not be so strict. In further reading the anaesthetists will be assisted by the excellent references at the end of each chapter.
The chapter on obstetric anaesthesia is most comprehensive. The section on regional analgesia is a great reference section with clear unequivocal descriptions of techniques. The brief final section on statistics is most helpful.
The chapter on rare diseases will be of great use when the anaesthetist is confronted with a patient only an hour or two before an operation, who is suVering from a rare condition.
Lee's Synopsis of Anaesthesia is a textbook to have at hand and will prove invaluable to those in training, those recently trained, and those anaesthetists old enough to have been examined by J Alfred Lee himself. I can well remember being asked to tell him all I knew about Di Vinyl Ether! The stated aim of this book is to be a "must for all of us who are involved in promoting physical activity and advising people who are interested in exercise". Its target audience is diverse and includes specialists in sports medicine, general practioners, sports scientists, and trainers. Individual chapters cover most aspects of exercise and range from a general overview of the methods of promoting physical activity in primary care to the specific problems of altered reproductive function in endurance athletes and the physiological adaptations of altitude training. There are excellent chapters on exercise and diabetes and exercise and hypertension, with a chapter concentrating on the important interaction between exercise and psychological well being. Concise summaries are provided for all chapters and the most important learning points are highlighted in boxes. Multiple choice questions are also provided at the end of each chapter which allow the reader to test their knowledge. The book is well referenced and up to date, but deficiencies in the literature are acknowledged by the authors.
Anyone with an interest in sports medicine will find something in this book to interest them. It is well written and provides a concise yet comprehensive overview of the benefits and hazards of exercise. The first section comprises three chapters. The first chapter is a brief but insightful history of the origins of a united Europe, the administrative bodies, how legislation is passed, and the implications for healthcare professionals. Chapter 2 focuses on the diVerences between EU member states by region: English speaking countries (UK and Republic of Ireland), Benelux countries (Belgium, the Netherlands, and Luxembourg), French speaking countries (France, Belgium, Switzerland (although not part of the European economic area), and Luxembourg), German speaking countries (Germany, Austria, Switzerland, and Luxembourg), Norden (Denmark, Finland, Iceland, Norway and Sweden), and Southern Europe (Spain, Portugal, Italy, and Greece). The organisation of healthcare systems, education and clinical training, terms and conditions of employment, practical diVerences in the workplace, recognised qualifications and examination grades, culture, and ethics are all outlined. In the third chapter the practical points of moving abroad are covered including two valuable checklists, the costs of moving abroad and planning a move.
The second section comprises details relevant to the 19 individual countries, including the United Kingdom.
Obviously this book should be in every medical library. But would it be a worthwhile investment for someone who is going to work in Europe, especially as they will usually only be working in one country? The first section, of 43 pages, provides such a wealth of general information and advice, and the specific information provided about the country to which you intend to move and the others is so interesting, that the answer is "Yes."
Oh, and whatever you do, ensure that you have the necessary qualifications, or can acquire the recognised equivalents abroad, such that you can return to your home country-comprehensive recognition of qualifications throughout Europe is not yet with us. 
